cardiac anaesthesia, as well as being a ready reference guide for practitioners. Greater detail in areas such as cardiopulmonary bypass or echocardiography will be found in separate texts. It does include information on the new sections since the first edition, such as transoesophageal echocardiography and off-pump cardiac surgery. It suffers to a degree by being rather "Cleveland Clinic centric" and some of the techniques or opinions may not be universally followed. Overall, it is a useful addition to any departmental library or for those wishing to expand their knowledge in cardiac anaesthesia.
C This paperback is aimed predominantly at advanced trainees in anaesthesia and intensive care. The introductory chapter covers briefly the underlying physical principles of modern imaging techniques, including plain radiography, angiography, CT, ultrasound and magnetic resonance imaging. Subsequent chapters cover the regions of principal interest to anaesthesia and intensive care, namely the chest (pulmonary), chest (cardiac), head and neck, spine and the abdomen and pelvis. There are around 230 film reproductions, with an average plate size of 7 cm by 5 cm. While these plates are adequate to demonstrate the vast majority of abnormalities presented, they are unable to convey very fine detail. Accompanying text is concise, with frequent "dot-point" lists and tables of pertinent features and aetiological causes. This format results in an enormous volume of information being conveyed in a relatively small text, making it ideal for study purposes or as a "quick reference" guide.
Professor Teik Oh comments in the foreword that radiology texts specific for our specialties are few and this is true. While of greatest value to the trainee, the book will also act as a concise reference for the senior clinician. At a recommended price of $88, it represents excellent value.
M Simple economical guides to areas of medicine in which the reader has more than passing but nonexpert interest are to be encouraged! Such a guide to lung function testing should appeal to anaesthetists and anaesthetic trainees because of their particular involvement with respiratory physiology and pathophysiology. I therefore read this little book with considerable anticipation. While there is much to commend it (layout, clinical material) ultimately imprecision, particularly in relationship to basic physiology, led to disappointment. The book is peppered with examples of this and there is only room to detail a few here.
All the figures are diagrammatic and unscaled: actual patient data would have been more instructive. The authors often refer to "lung volumes" rather than the specific relevant volume or capacity. For example (Chapter 1) spirometry does not measure "lung volumes" but forced vital capacity. Later (in Chapter 4) they state that "measurement of lung volumes requires … helium dilution (or) the body plethysmograph". This comment, of course, only refers to residual volume or capacities inclusive of residual volume. Respired volumes can be measured at the mouth. Their explanation that maximum expiratory flow rates are relatively high in pulmonary fibrosis because increased elastic recoil increases expiratory pressure is incomplete, as it fails to recognise the important effect of elastic recoil on airway calibre. In Chapter 5 the authors assert that because of its poor solubility in water, "oxygen uptake is more sensitive to alveolar disease than carbon dioxide uptake (sic) is". They make a rather better attempt to explain type 1 respiratory failure in Chapter 8 where they invoke the shape of the oxyhaemoglobin dissociation curve to explain why functioning alveoli cannot compensate for hypoxaemia resulting from venous admixture. In Chapter 6 the authors attribute the low supine vital capacity in diaphragm weakness to loss of "the effect of gravity in keeping the abdominal contents out of the thorax". A clearer explanation is that the flaccid diaphragm cannot resist the tendency of gravity when lying down to displace the abdominal contents into the thorax. In Chapter 8 they state that the fall in PCO 2 in acute asthma is because "a ventilation/ perfusion mismatch and an increase in work of breathing causes a paradoxical increase in ventilation." How so? The authors suggest (also in Chapter 106 BOOK REVIEWS Anaesthesia and Intensive Care, Vol. 30, No. 1, February 2002 
